New techniques are described and illustrated for ptosis and lid retraction surgery in which the sutures holding the upper eyelid position are adjustable postoperatively. In the anterior approach, the sutures pass from the levator muscle through the anterior surface of the tarsal plate at the position of the skin crease and are tied at the skin crease incision. In the posterior approach, the sutures pass from the levator muscle through the cut upper edge of the tarsal plate and are tied at the position of the desired skin crease. The techniques allow the lid height to be adjusted for over and undercorrection medially, centrally, laterally, or overall if required, thereby achieving the optimal surgical result without altering the position of the skin crease. Suture adjustment 
Accepted for publication 28 July 1993 is a simple procedure. and is recommended at 24 hours. (BrJ Ophthalmol 1994; 78: 167-174) The majority of operations to correct upper lid retraction or ptosis are successful. However, the results are not always predictable with part or all of the lid at an unsatisfactory height postoperatively. With ptosis surgery, the lid height may be relatively easily lowered by a minor second procedure and lid traction if posterior approach surgery was used, but the amount of postoperative correction is limited. Surgeons less familiar with the posterior approach technique do not have this advantage. Following the more commonly performed anterior approach surgery, if the postoperative lid height is unsatisfactory, the levator must be reset with new sutures and this revision is more complicated.
With upper lid lowering for lid retraction, This is then incised to expose common sheath/ upper fornix, and blunt spreading with scissors proximally will mobilise the levator muscle from the underlying common sheath. Alternatively, Muller's muscle and levator aponeurosis may be dissected as a single layer from the conjunctiva. The former method will leave Muller's muscle intact and functional postoperatively. Three Alternatively, a running, 6 Figure SB The preaponeurotic fat pad is exposed and the cut edge of the aponeurosis is visible (arrow). The difficulty with the development of adjustable upper lid sutures in raising or lowering a lid has been twofold -the alteration of the position of the skin crease with suture adjustment, and the adjustability of the upper lid retractors postoperatively. The skin crease challenge is solved by placing the sutures through the anterior surface or edge of the tarsal plate in the anterior approach. In setting the height of the skin crease, the vertical height of the tarsal plate must be within 1-2 mm of the height of the skin crease. This may not be possible in patients with a high skin crease (or small tarsal plate). In setting the lid height, since the sutures pass through the tarsus within 1-2 mm of the desired skin crease, adjustment of the lid height will not alter the height of the skin crease. In the posterior approach, it is technically easiest to set the skin crease within 1-2 mm of the edge of the upper border of the tarsal plate.
In the correction of lid retraction, no tarsus is excised, since this would reduce the lid lowering effect of the procedure. The sutures are brought out through the skin, level with the upper border of the tarsal plate. Since the normal skin crease is usually 6-7 mm from the lid margin, the skin crease rises, but if the retractor recession is bilateral, symmetry is maintained and this does 
